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Office of Health Care Assurance 

 

State Licensing Section  

 

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION 

 
 

Facility’s Name: Jesusa Quinabo ARCH #II 

 

 

 

CHAPTER 100.1 

Address: 

1805 Hookupa Street, Pearl City Hawaii 96782 

 

Inspection Date: June 4, 2019 Annual 

 

 

 

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF 

CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED. 

 

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT 

RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED 

ONLINE, WITHOUT YOUR RESPONSE.   
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-9  Personnel, staffing and family requirements. 

(a)  

All individuals who either reside or provide care or services 

to residents in the Type I ARCH, shall have documented 

evidence that they have been examined by a physician prior 

to their first contact with the residents of the Type I ARCH, 

and thereafter shall be examined by a physician annually, 

to certify that they are free of infectious diseases.  

 

FINDINGS 

Substitute care give (SCG) #1, no evidence of a current 

physical examination (P.E.) P.E. in file dated 10/16/17. 

 

PART 1 

 

DID YOU CORRECT THE DEFICIENCY? 

 

USE THIS SPACE TO TELL US HOW YOU 

CORRECTED THE DEFICIENCY 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-9  Personnel, staffing and family requirements. 

(a)  

All individuals who either reside or provide care or services 

to residents in the Type I ARCH, shall have documented 

evidence that they have been examined by a physician prior 

to their first contact with the residents of the Type I ARCH, 

and thereafter shall be examined by a physician annually, 

to certify that they are free of infectious diseases.  

 

FINDINGS 

Substitute care give (SCG) #1, no evidence of a current 

physical examination (P.E.) P.E. in file dated 10/16/17. 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-9  Personnel, staffing and family requirements. 

(b)  

 

All individuals who either reside or provide care or services 

to residents in the Type I ARCH shall have documented 

evidence of an initial and annual tuberculosis clearance.        

 

FINDINGS  

SCG #1, no evidence of an annual tuberculosis (TB) 

clearance. TB skin test in file dated 7/13/17. 

 

PART 1 

 

DID YOU CORRECT THE DEFICIENCY? 

 

USE THIS SPACE TO TELL US HOW YOU 

CORRECTED THE DEFICIENCY 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-9  Personnel, staffing and family requirements. 

(b)  

 

All individuals who either reside or provide care or services 

to residents in the Type I ARCH shall have documented 

evidence of an initial and annual tuberculosis clearance.        

 

FINDINGS  

SCG #1, no evidence of an annual tuberculosis (TB) 

clearance. TB skin test in file dated 7/13/17. 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-13  Nutrition. (k) 

Physician or APRN orders for nutritional supplements 

including vitamins, minerals, formula meals and thickening 

agents shall be updated annually or sooner as specified. 

 

FINDINGS  

Resident #1, no evidence of an order for thickening agent. 

Primary care giver reports adding “Thick-It” to liquids. 

 

 

PART 1 

 

DID YOU CORRECT THE DEFICIENCY? 

 

USE THIS SPACE TO TELL US HOW YOU 

CORRECTED THE DEFICIENCY 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

7 

 

 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-13  Nutrition. (k) 

Physician or APRN orders for nutritional supplements 

including vitamins, minerals, formula meals and thickening 

agents shall be updated annually or sooner as specified. 

 

FINDINGS  

Resident #1, no evidence of an order for thickening agent. 

Primary care giver reports adding “Thick-It” to liquids. 

 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-13  Nutrition. (l) 

Special diets shall be provided for residents only as ordered 

by their physician or APRN.  Only those Type I ARCHs 

licensed to provide special diets may admit residents 

requiring such diets. 

 

FINDINGS 

Resident #1, no evidence of a menu to provide a special diet. 

Special diet order (3/19/19) reads, “Regular/Puree, with 

thickened liquids to honey consistency.”  

PART 1 

 

DID YOU CORRECT THE DEFICIENCY? 

 

USE THIS SPACE TO TELL US HOW YOU 

CORRECTED THE DEFICIENCY 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-13  Nutrition. (l) 

Special diets shall be provided for residents only as ordered 

by their physician or APRN.  Only those Type I ARCHs 

licensed to provide special diets may admit residents 

requiring such diets. 

 

FINDINGS 

Resident #1, no evidence of a menu to provide a special 

diet. Special diet order (3/19/19) reads, “Regular/Puree, with 

thickened liquids to honey consistency.” 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-15  Medications. (a)  

All medicines prescribed by physicians and dispensed by 

pharmacists shall be deemed properly labeled so long as no 

changes to the label have been made by the licensee, 

primary care giver or any ARCH/Expanded ARCH staff, 

and pills/medications are not removed from the original 

labeled container, other than for administration of 

medications. The storage shall be in a staff controlled work 

cabinet-counter apart from either resident's bathrooms or 

bedrooms. 

 

FINDINGS 

Resident #1, order and medication label do not match. 

Physician order (3/25/19) reads, “Nystatin 100K unit/gm 

topical cream apply to affected areas three times a day 

PRN;” however, medication bottle label (11/26/18) reads, 

“Nystatin 100K unit/gm topical cream apply to affected 

areas 1 dab three times a day.” 

PART 1 

 

DID YOU CORRECT THE DEFICIENCY? 

 

USE THIS SPACE TO TELL US HOW YOU 

CORRECTED THE DEFICIENCY 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-15  Medications. (a)  

All medicines prescribed by physicians and dispensed by 

pharmacists shall be deemed properly labeled so long as no 

changes to the label have been made by the licensee, 

primary care giver or any ARCH/Expanded ARCH staff, 

and pills/medications are not removed from the original 

labeled container, other than for administration of 

medications. The storage shall be in a staff controlled work 

cabinet-counter apart from either resident's bathrooms or 

bedrooms. 

 

FINDINGS 

Resident #1, order and medication label do not match. 

Physician order (3/25/19) reads, “Nystatin 100K unit/gm 

topical cream apply to affected areas three times a day 

PRN;” however, medication bottle label (11/26/18) reads, 

“Nystatin 100K unit/gm topical cream apply to affected 

areas 1 dab three times a day.” 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-15  Medications. (c)  

Separate compartments shall be provided for each resident's 

medication and they shall be segregated according to 

external or internal use. 

 

FINDINGS  

Resident #1, no separate compartments for external and 

internal medications. For example, “Nystatin 100K unit/gm 

topical cream” in a box with the current oral medications. 

PART 1 

 

DID YOU CORRECT THE DEFICIENCY? 

 

USE THIS SPACE TO TELL US HOW YOU 

CORRECTED THE DEFICIENCY 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-15  Medications. (c)  

Separate compartments shall be provided for each resident's 

medication and they shall be segregated according to 

external or internal use. 

 

FINDINGS  

Resident #1, no separate compartments for external and 

internal medications. For example, “Nystatin 100K unit/gm 

topical cream” in a box with the current oral medications. 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-15  Medications. (e) 

All medications and supplements, such as vitamins, 

minerals, and formulas, shall be made available as ordered 

by a physician or APRN. 

 

FINDINGS 

Resident #1, care plan for “Aspiration” reads, “Crush 

meds.” However, no evidence of instructions to crush 

medication in signed orders. 

 

PART 1 

 

DID YOU CORRECT THE DEFICIENCY? 

 

USE THIS SPACE TO TELL US HOW YOU 

CORRECTED THE DEFICIENCY 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-15  Medications. (e) 

All medications and supplements, such as vitamins, 

minerals, and formulas, shall be made available as ordered 

by a physician or APRN. 

 

FINDINGS 

Resident #1, care plan for “Aspiration” reads, “Crush 

meds.” However, no evidence of instructions to crush 

medication in signed orders. 

 

 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

16 

 

 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-15  Medications.  (l) 

There shall be an acceptable procedure to separately secure 

medication or dispose of discontinued medications. 

 

FINDINGS 

Resident #1, no procedure to separately secure or dispose of 

expired medication. For example, Pharmacy labeled bottle 

contains 13 pills. Bottle (8/14/17) reads, “Colchicine po 0.6 

mg 1 tab by mouth QD” stored with current medications. 

 

PART 1 

 

DID YOU CORRECT THE DEFICIENCY? 

 

USE THIS SPACE TO TELL US HOW YOU 

CORRECTED THE DEFICIENCY 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-15  Medications.  (l) 

There shall be an acceptable procedure to separately secure 

medication or dispose of discontinued medications. 

 

FINDINGS 

Resident #1, no procedure to separately secure or dispose of 

expired medication. For example, Pharmacy labeled bottle 

contains 13 pills. Bottle (8/14/17) reads, “Colchicine po 0.6 

mg 1 tab by mouth QD” stored with current medications. 

 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-17  Records and reports. (e) 

In the event of an emergency, an oral summary of the 

resident’s condition shall be provided to the receiving 

facility, followed by a written transfer summary. 

 

FINDINGS 

Resident #1, no evidence of current medication orders, diet 

order and TB skin clearance in emergency sheet (4/26/17). 

PART 1 

 

DID YOU CORRECT THE DEFICIENCY? 

 

USE THIS SPACE TO TELL US HOW YOU 

CORRECTED THE DEFICIENCY 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-17  Records and reports. (e) 

In the event of an emergency, an oral summary of the 

resident’s condition shall be provided to the receiving 

facility, followed by a written transfer summary. 

 

FINDINGS 

Resident #1, no evidence of current medication orders, diet 

order and TB skin clearance in emergency sheet (4/26/17). 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

20 

 

 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-17  Records and reports. (f)(2) 

General rules regarding records: 

 

Symbols and abbreviations may be used in recording entries 

only if a legend is provided to explain them; 

 

FINDINGS 

Resident #1, no explanation in legend to explain symbols 

used in the medication administration record (MAR) for 

December 2018, January, April, May and June 2019. 

PART 1 

 

 

 

 

 

 

 

Correcting the deficiency after-

the-fact is not 

practical/appropriate. For this 

deficiency, only a future plan is 

required. 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-17  Records and reports. (f)(2) 

General rules regarding records: 

 

Symbols and abbreviations may be used in recording entries 

only if a legend is provided to explain them; 

 

FINDINGS 

Resident #1, no explanation in legend to explain symbols 

used in the medication administration record (MAR) for 

December 2018, January, April, May and June 2019. 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-83  Personnel and staffing requirements. (5) 

In addition to the requirements in subchapter 2 and 3: 

 

Primary and substitute care givers shall have documented 

evidence of successful completion of twelve hours of 

continuing education courses per year on subjects pertinent 

to the management of an expanded ARCH and care of 

expanded ARCH residents.   

 

FINDINGS 

For the following care givers, insufficient evidence twelve 

(12) hours of annual continuing education hours completed: 

a. SCG #1, completed four (4) hours, 

b. SCG #2, completed seven (7) hours and, 

c. SCG #3, completed zero (0) hours. 

 

PART 1 

 

DID YOU CORRECT THE DEFICIENCY? 

 

USE THIS SPACE TO TELL US HOW YOU 

CORRECTED THE DEFICIENCY 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-83  Personnel and staffing requirements. (5) 

In addition to the requirements in subchapter 2 and 3: 

 

Primary and substitute care givers shall have documented 

evidence of successful completion of twelve hours of 

continuing education courses per year on subjects pertinent 

to the management of an expanded ARCH and care of 

expanded ARCH residents.   

 

FINDINGS 

For the following care givers, insufficient evidence twelve 

(12) hours of annual continuing education hours completed: 

a. SCG #1, completed four (4) hours, 

b. SCG #2, completed seven (7) hours and, 

c. SCG #3, completed zero (0) hours. 

 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-87  Personal care services.  (c)(2) 

The primary care giver shall, in coordination with the case 

manager, make arrangements for each expanded ARCH 

resident to have: 

 

Pneumococcal and influenza vaccines and any necessary 

immunizations following the recommendations of the 

Advisory Committee of Immunization Practices (ACIP); 

 

FINDINGS 

Resident #1, no evidence of pneumococcal vaccination.  

 

PART 1 

 

DID YOU CORRECT THE DEFICIENCY? 

 

USE THIS SPACE TO TELL US HOW YOU 

CORRECTED THE DEFICIENCY 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-87  Personal care services.  (c)(2) 

The primary care giver shall, in coordination with the case 

manager, make arrangements for each expanded ARCH 

resident to have: 

 

Pneumococcal and influenza vaccines and any necessary 

immunizations following the recommendations of the 

Advisory Committee of Immunization Practices (ACIP); 

 

FINDINGS 

Resident #1, no evidence of pneumococcal vaccination.  

 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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                                                                    Licensee’s/Administrator’s Signature: _________________________________________  

 

            Print Name: __________________________________________ 

  

 Date: __________________________________________ 

 

 


